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We report a rare coronary artery anomalyeanomalous origin of the left anterior
descending artery from the pulmonary artery in a 40-year-old woman. The uniqueness of
this case is the absence of any significant morbidity from this condition in adulthood
which is in contrast to other reported cases where patients present with myocardial
infarction, congestive heart failure, and sometimes death during the early infantile period.1
Copyright ª 2013, Cardiological Society of India. All rights reserved.1. Case report a diameter of 6 mmwas observed arising from the pulmonaryA 40-year-old woman was referred to our hospital with atyp-
ical chest pain since one week. Past medical history was un-
eventful. She had given birth to two children without any
problems. She was post menopausal, but had no other risk
factors for coronary artery disease.
Physical examination was normal and there was no evi-
dence of heart failure. Electrocardiogram (ECG) showedTwave
inversions in lead V1eV4 (Fig. 1), and there was no change in
serial ECGs. Troponin T was negative and transthoracic
echocardiography showed mild left ventricular hypertrophy
with no regional wall motion abnormality and left ventricular
ejection fraction (LVEF) of 62%. The left ventricular dimension
at systole was 3.59 cm and at diastole was 5.44 cm. There was
no significant mitral regurgitation. A vascular channel with; fax: þ91 (0) 413 2297299
(K.G. George).
2013, Cardiological Socieartery with color Doppler showing flow toward the pulmonary
artery (Fig. 2). Coronary angiography confirmed the diagnosis
of anomalous origin of the left anterior descending artery from
pulmonary artery. The left circumflex artery arose from the
aorta and filled the left anterior descending artery (LAD)
through extensive collateral channels (Fig. 3). Right coronary
angiogram showed an extremely dilated and tortuous right
coronary artery again filling the LAD through collateral (Fig. 3).
Oximetry during right heart catheterization showed a step up
of 15%betweenRVOTandpulmonary trunkwith a small left to
right shunt (Qp/Qs ¼ 1.4/1). Her exercise tolerance was
assessed with TMT; her exercise capacity was 8 METS. The
patient was given the option of surgical treatment. Given the
relatively asymptomatic status and good exercise tolerance,
patient opted for medical management..
ty of India. All rights reserved.
Fig. 1 e ECG showing T wave inversion from V1 to V4.
i n d i a n h e a r t j o u rn a l 6 5 ( 2 0 1 3 ) 8 8e9 0 892. Discussion
Anomalous origin of the LAD from pulmonary artery is a rare
anomalywith only a fewpatients having been described in the
literature. A well cited series included a 7-month-old child
who died with an anterior myocardial infarction, while the
others were between 18 and 55 years of age. All were symp-
tomatic, five had angina pectoris, one an anterior myocardial
infarct, and one had mitral regurgitation from papillary
muscle dysfunction.1,2
In another series of three children, all had significant ECG
changes and two children had congestive heart failure.3 Other
isolated case reports of this anomaly also describe extremelyFig. 2 e Echocardiography at parasternal short axis showing di
anterior descending artery (red). Dilated left circumflex artery issymptomatic patients with left ventricular dysfunction and
mitral regurgitation requiring surgery.
Left ventricular hypertrophy (LVH) is rarely associatedwith
anomalous LAD from PA. The hypertrophy may be a result of
the evolvement of the collateral coronary system. There are
documented reports of regression of the left ventricle hyper-
trophy following surgical correction.4 LVH also has been
described in 9-year-old boy with anomalous LAD from PA
presented as sudden cardiac death.5 Autopsy showing signif-
icant LVH with chronic ischemic changes in the myocardium
supplied by the LAD. Left ventricular dysfunction occurs as
result of chronic ischemia.
This case is unique as the patient has tolerated the disease
well into adult life with preserved ventricular function.lated vessel flowing toward the pulmonary arteryeleft
also seen below (blue).
Fig. 3 e Left coronary angiogram showing dilated left circumflex artery supplying collaterals to left anterior descending
artery. Right coronary angiogram showed right coronary supplying collaterals to LAD and LAD draining to pulmonary
artery.
i n d i a n h e a r t j o u r n a l 6 5 ( 2 0 1 3 ) 8 8e9 090Surgery includes ligation of LAD from pulmonary artery with
re-implantation to aorta or by arterial grafts.6 Grafts can be
sapheno-venous7,8 or left internal mammary.9
The collateral support from RCA and left circumflex de-
termines the symptoms. Fortunately, our patient had good
collateral supply explaining the good exercise tolerance,
absence of ventricular dysfunction and mitral regurgitation.Conflicts of interest
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